The concept of the spinal cord unit devel oped earlier this century. From antiquity until that time, it was a condition that in essence could not be treated. 1 In the post war era, pioneers like Monro in 1952 in the United States,2 Guttmann in England3 and Botterell in Canada recognized that the lives of spinal cord injured patients could be saved despite the fact that the spinal cord impairment could not be cured. In contrast to the atmosphere of hopelessness that was still prevalent during that time, these physi cians realized that this population had spe cial needs which could not be met on an 'ordinary' hospital ward or unit. The appro aches developed by these pioneers and those who were to follow consisted of having a designated spinal cord injury (SCI) unit where the patient's particular require ments could be treated. Subsequently, this was shown to be efficacious both from a clinical care as well as an administrative standpoint. Having a spinal cord injury unit allowed a hospital to concentrate the exper tise acquired by its staff in one area, and make maximum utilization of its facilities and equipment. But because of the relat ively low incidence of SCI, it was only a logical step from this concept to that of regionalization of care for this catastrophic ally disabling condition.
During World War II and afterwards, Sir Ludwig Guttmann3 served as the director of the National Spinal Injuries Centre in England. The British government at that time realized that complications such as urinary tract infections and decubitus ulcers were so predictable that unless the spinal injured were cared for in a unit with knowledgeable staff and proper equipment, a slow and painful death for the patient after a protracted, expensive course of treatment for which society had to pay, was inevitable. The spinal unit that Guttmann developed and others subsequently modelled after it quickly proved their worth and became recognized as centers of excellence. Other regional centers were formed in Great Britain, as they were throughout Europe, Asia (particularly in India), Australia, and New Zealand. Following Guttmann's exam ple, Bedbrook, Rossier, Meineke, Dollfus, Chahal and many others, throughout the 50s, 60s and thereafter, set the examples for centers of excellence throughout the eastern hemisphere, spreading the information to others as to how a spinal cord unit should be organized and administered.
However, in the western hemisphere the path toward the development of spinal injury units and centers of excellence was slightly more convoluted. While it can be said that the development of rehabilitation facilities for all disabilities had an early start in the United States and Canada, the focus was not on spinal injury alone. 4 In contrast to North America where the specialty of physical medicine and rehabilitation (PM and R) evolved, in Europe and Asia there was no such specialty, which championed the cause of rehabilitation for all disabled people. Rather, individuals, specializing in other areas of medicine, simply had the vision to realize that the needs of spinal cord injured patients were not being met and that some physicians from these other special ties, be they neurosurgery, orthopaedics, or urology had to come forward and subtract some of their time from the routine practice of their specialty and devote it to the specialized needs of the spinal injured. To some extent this was recognized also in the United States by Monro, Bors and Com mar. But for the most part, the American pioneers of rehabilitation, Rusk4, Krusen5 and others, adopted the position that a specialty of medicine was needed that would dedicate itself to the needs of all physically disabled people, regardless of their malady. For 30 years or more, therefore, acute care was provided by the appropriate surgical trauma specialist from neurosurgery and/or orthopaedics and patients were then turned over to the care of the rehabilitation special ist. In many parts of North America, during the 60s, 70s and early 80s spinal cord injured patients were cared for in rehabilitation units or in rehabilitation hospitals along with patients with other disabilities such as head injury, stroke, amputations and others. Although many felt that SCI patients could be cared for satisfactorily this way, it also became apparent that the needs of the individuals within this mix were different enough to affect efficiency of operation, particularly when large numbers of patients were treated. 6 Clinical management strate gies, patient and family education tech niques, and optimal use of diagnostic equip ment, could not be carried out as effectively as when disabilities were grouped according to their diagnoses. In a regional spinal center with more than 30 inpatients at any one time, knowledgeable staff would always be present in sufficient numbers at all times to allow for any unforeseen staff absences due to illnesses or vacation. Therefore clinical care and educational activities could continue unabated. In addition, certain diagnostic equipment such as that required for urodynamics, could be utilized on a regular basis and its cost could be recouped more quickly than in a facility where disabi lities were mixed and in which many of the patients with other disabilities would not need, nor ever utilize, the urodynamic equipment.
In the late 1960s and early 70s, Dr John Young perceived the method utilized in the rest of the world as being superior but also recognized that specialists devoted exclus ively to the care of the disabled were needed and that this specialty would produce physi cians committed to the long term care that SCI patients were always going to need. The intent of the government, of course, was never to utilize these centers as the only treatment hospitals for people with spinal cord injury. Rather, they were charged with developing within themselves all the ele ments which are known to be needed to provide for optimal care of the spinal cord injured from the moment of trauma, through acute care, rehabilitation, long term follow up, until ultimate demise. This then required each model center to have within its sphere of influence emergency medical systems, affiliations with trauma centers, acute rehabilitation facilitates or designated rehabilitation areas within hos pitals, facilities for long term and follow up outpatient and inpatient care (as the need or subsequent need for inpatient care arose), educational capabilities, and psychosocial, recreational and vocational services. Close ties with independent living centers were required in order to help with resettlement and better psychosocial and vocational ad justments. Thanks to the vision of John Young and the leadership of Dr J Paul Thomas, Model System Project Director at NIDRR, these 13 centers continue to exist and serve as examples for the many other non federally designated spinal cord units that have sprung up throughout North America. 8 The concept of model centers is also being promulgated now throughout Central and South America. Latin America had origin ally developed along the lines of North America and while slower to change over to the programmatic approach to this disabil ity, there are now indications that physician groups and government agencies are recog nizing the value of spinal cord injury centers particularly in such countries as Costa Rica, Peru, Brazil and Argentina. 9 In the early to mid 1980s, the specialty of physical medicine and rehabilitation itself in both the United States and Canada has recognized the value of the programmatic approach to rehabilitation and has sanc tioned the development of special interest groups (SIGS). Spinal cord injury has its own SIG and each year at the American Academy of Physical Medicine and Rehabi litation meeting, the spinal cord injury SIG presents annual updates on developments which are of concern to individuals who treat this condition. Thus, one hears infor mation that crosses the traditional bound aries of medical specialties such as neuro surgery, orthopaedics, urology, plastic sur gery, etc, since it is important for this information to be heard by specialists in rehabilitation and particularly by the PM&R subspecialists in the area of spinal cord injury.
Interestingly, more recently on the other side of the world, nations including the United Kingdom, Australia, Germany, Ja pan and others have recognized the value of a medical specialty such as rehabilitation medicine, which provides rehabilitation ser vices to those with all disabilities but is also committed to the care of the spinal cord injured. In Australia for example, we have seen the care of the spinal cord injured patient evolve from the work of dedicated specialists from orthopaedics, surgery and neurosurgery to rehabilitation specialists now caring for patients in some centers. 10 Thus, in a way, in both hemispheres the concept of the 'paraplegist' which was cham pioned by some, but which never fully caught on, has essentially evolved and is now called by another name. That is, this individual is in practical terms, the rehabili tation specialist who subspecializes in spinal cord injury. In turn, spinal cord injury has served as a model for other categories of impairment particularly that of brain injury, stroke, the multiple amputee, and the burn injured as specialized care for these mala-
The spinal cord unit 29 dies has evolved. It is interesting that hospitals in most countries were quick to recognize the efficacy of the burn unit as the designated area for care of victims of burns but the acceptance of such designated areas by hospitals for the programmatic approach to other disabilities took much longer.
Thus it would seem that the paths taken to get to the present vista of SCI care that we now enjoy in the 1990s were different when the eastern hemisphere is compared to the western. However, even though the paths were different, they have arrived essentially at the same spot. There is now much more agreement among spinal cord injury physicians on both sides of the oceans. This will continue as long as organ All such regional spinal cord injury socie ties need to meet and communicate with one another. The International Medical Society of Paraplegia however has served and will continue to serve to provide a forum for
